REPORT OF A CASE OF INTUSSUSCEPTION 
SUBJECTED TO OPERATION. 


COLON OPENED AND PARI OF 1NTUSSUSCEPTUM EXCISED; ENTEROSTOMY FOR 
FECAL DRAINAGE; LATER EXCISION OF SEGMENT OF SMALL INTESTINE 
AND ENTERORRHAPIIY FOR SUPPRESSION OF FECAL FISTULA; ULTIMATE 
COMPLETE RECOVERY. 

BY A. M. CARTLEDGE, M.D., 

AND 

JAMES B. BULLITT, M.D., 

OF LOUISVILLE, KY. 

The unfavorable general conditions of this case, together 
with the extent of surgery involved, make it worthy of record. 

G. S., male, eight years of age, was in rather poor health 
through the winter of 1905-6, but made no special complaint up to 
April 1, 1906. At this time the glands on the left side of neck 
below the ear became swollen; there was headache and fever up 
to 103° F. At this time the mother noticed that urine was scanty 
and "like black coffee.” After about two weeks the swollen 
glands subsided, and about this time he began to complain of pain 
in the abdomen, cramp-like in character, and recurring about every 
fifteen minutes. He vomited in the beginning of the attack of 
pain, but this soon ceased and did not recur. Bowels were inclined 
to be constipated during the sickness after April 1; after cramps 
began, movements could be had in response to enemata but were 
always small and contained mucus and occasionally small amounts 
of blood. 

After five days of cramps the child was brought to hospital 
in Louisville where he was first seen by reporters. At this time 
his general condition seemed fairly good. He looked well, except 
for the evident suffering on the recurrence of the cramp-like pain. 
A tumor about the size of an adult kidney could be plainly felt 
beneath the border of the ribs in the nipple line on the left 
side. A peculiarity of this tumor was that it would change its 
position, sometimes being found lower down in the abdomen 
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below the line of the umbilicus, sometimes higher up just below 
the costal border, but always remaining on the left side. Having 
the hand placed on the tumor at the time the pain would come 
on, the hardening of the intestine beneath the hand could be dis¬ 
tinctly felt, very much like the hardening of the uterus with a 
labor pain. Temperature at this time was 102° F. 

Examination of the urine showed evidence of an acute neph¬ 
ritis—quantities of red blood-cells and epithelial casts. In view 
of this condition, and the fact that the condition had already 
existed five days, and the further fact that the child’s condition 
was not of a nature to demand instant interference, he was kept 
under observation in the hospital for nine days, during which time 
liis general condition steadily improved and the signs of neph¬ 
ritis gradually diminished. The tumor and the cramp-like pains 
were still present, but the latter came at longer intervals and 
were less severe. The bowels continued to respond to the enema, 
the stools appearing about normal. At the end of nine days (four¬ 
teen days from beginning of abdominal symptoms) the patient 
was permitted to leave the hospital and go to the home of a 
relative in the city. Temperature was normal. Here he remained 
thirteen days, when suddenly the abdominal pain became exces¬ 
sive, vomiting recurred and persisted. Before he could reach 
the hospital lie had a number of convulsions and appeared to be 
almost in extremis. Operation was at once undertaken under 
ether ana:sthesia. Vomitus ejected on operating-table was fecal 
in odor. 

An incision was made in the left linea semilunaris, over the 
siteof the tumor, which was immediately apparent within the lumen 
of the descending colon. The colon was incised for about three 
inches, exposing the intussusceptum, which was drawn out and 
excised, the tumor mass being about six inches in length. The 
bleeding mesenteric vessels were caught in sutures and tied, and 
a running stitch united the cut colon to the ileum. The stump was 
allowed to drop back into the lumen of the colon and the longi¬ 
tudinal incision into the descending colon was closed by con¬ 
tinuous suture. 

As it was certain that the excision was at a point several inches 
removed from where the intussusceptum entered the intussus- 
cipiens, it was deemed advisable to draw a presenting coil 
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of the distended small intestine into the lower angle of the wound, 
fix it there, and open it as the concluding step of the operation. 
We are inclined to believe that the immediate relief so afforded 
was the determining factor in the child’s recovery, and that with¬ 
out it he would have speedily succumbed. 

It has frequently been observed that the swelling at a point 
of constriction is encouraged by the hammering from above of 
the fecal mass, and that such swelling speedily subsides if relieved 
of the fecal burden. 

No effort was made to reach the point where the intussus- 
ceptum entered the intussuscipiens, where amputation would pref¬ 
erably have been made. The extremity of the child’s condition 
was such that only the more accessible portion of the tumor was 
removed, several inches of the invagination certainly remaining 
behind. It would have been better had the incision been made in 
the median line. 

The child reacted surprisingly well from the operation. The 
discharge from the fistula was profuse. At the end of five days, 
there being evidences of infection of the wound margins, the 
stitches were removed, whereupon the wound edges separated 
widely, both surfaces showing a purulent infiltration. It was 
necessary to pack and strap the wound to prevent the prolapse of 
the intestines. Fortunately the intestine was already adherent to 
the peritoneum at the margin of the wound. The wound grad¬ 
ually cleaned out and healed up satisfactorily, only the fistulous 
opening in the small intestine remaining. As the subsequent 
events proved, the fistula was established high up in the course of 
the small intestine. The bowel drainage excoriated the skin and 
kept it raw, to the great suffering of the child. 

Within a few minutes after the ingestion of food, a thin, 
acrid discharge would begin from the fistula, and oftentimes 
particles of food would be discharged within ten minutes of the 
time they were swallowed, and practically unchanged. 

The bowels moved on the day after the operation, the stool 
consisting chiefly of dark blood, evidently from the seat of ampu¬ 
tation. Thereafter bowel movements occurred, gradually estab¬ 
lishing regularity and being normal in appearance. 

June 23.—The boy’s general condition is fair; he has taken 
on some weight since the operation, but has apparently reached 
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a standstill on account of the continual losses through the fistula. 
The bowels are moving every day, dark, soft, natural in char¬ 
acter. Following the operation for two or three weeks a cramp¬ 
like pain was complained of every now and then beneath the right 
costal margin, evidently at the point of resection where some con¬ 
striction remained. For two weeks there has been no pain except 
theburningoccasioned by the fluid escaping from the fistula. Urine 
is normal—no albumen, no blood, no casts. Appetite is good, but 
child fears to take food because it sets up immediately a profuse 
discharge, with excessive discomfort from the accompanying 
burning. 

Operation is to-day undertaken to close the fistula. On 
attempting to separate the small intestines from the abdominal 
wall, the adhesions are found very dense and the intestine is 
torn in several places, rendering it so ragged that a resection of 
.about four inches has to be made, with end-to-end anastomosis 
by suture. 

After this operation convalescence was uneventful. The boy 
returned to his home and is reported in excellent condition, 
appetite, digestion and defecation being normal. 

It would seem possible that a danger for the future still 
exists, that being the possibility of contraction at the point of 
excision of the intussusceptum, with consequent interference 
with the onflow of the fecal mass. This danger is minimized 
by the fact that at the point of this possible constriction the 
fecal matter is always fluid in character and hence little liable 
to stagnation because of the reduced size of the intestinal 
calibre. 

Examination of the specimen shows the intussusception to 
have been of the most usual variety, the ileoerccal, the apex of 
the tumor being formed by the ileocrcc.nl valve. The several 
peritoneal coats of the bowel which lay in contact are fused 
completely. 

In about three weeks after the beginning of the glandular 
swelling in the neck, distinct desquamation occurred. It seems 
practically certain that the desquamation, the nephritis, and the 
swollen neck glands, were all symptoms of scarlatina. 



